While reformers are having their day, national organizations (and their state or provincial affiliates) that act as advocates for problem gamblers and their families are having some impact as well. Affiliates of the National Council on Problem Gambling in the United States and the Canadian Foundation on Compulsive Gambling have been pushing for state-funded and provincially funded help lines, the education of treatment professionals, treatment for problem gamblers, awareness programs, and research into problem gambling.
A NOTE ON TERMS
The term "problem gambler" has been used in two ways: first, for those who have less serious gambling problems than pathological gamblers and, second, as an all-encompassing term to include both problem gamblers and pathological gamblers. This convention has its parallel in the alcohol and drug field in discussions of problem drinkers and substance abusers. Not all problem drinkers are alcoholics, and not all substance abusers are drug addicts. However, all alcoholics are problem drinkers, and all drug addicts are substance abusers. Consequently, with respect to the term "problem gambler," it is recognized that not all problem gamblers are pathological gamblers, but all pathological gamblers are problem gamblers.
Typically, the term "compulsive gambler" is used by the general public while the term "pathological gambler" is used by treatment professionals. This is because professionals reserve the term "compulsion" for behaviors like excessive hand washing and lock checking. Pathological gambling is classified as an "impulse control disorder" rather than a compulsion. The American Psychiatric Association (1994) uses 10 criteria to define pathological gambling: (1) preoccupation with gambling; (2) a need to increase the excitement produced by gambling; (3) restlessness or irritability when unable to gamble; (4) repeated unsuccessful efforts to control, cut back, or stop gambling; (5) gambling in an effort to get back money lost during gambling on a previous day; (6) gambling in an effort to escape a dysphoric mood; (7) lying to cover up gambling; (8) jeopardizing a significant job, relationship, or educational opportunity by gambling; (9) engaging in illegal activity to finance gambling; and (10) going to someone else to relieve a desperate financial situation produced by gambling. An individual who fulfills 5 of the 10 criteria is diagnosed as a pathological gambler. Problem gamblers would satisfy only two, three, or four of these criteria. Researchers are currently investigating whether there should be a cutoff point for problematic gambling, as there is for pathological gambling. This article will use the term "problem gambling" to refer to the less serious condition. (Volberg 1993 (Volberg , 1995a ). The combined rate of problem and pathological gambling in the 17 states where surveys have been conducted ranges between 1.7 and 7.3 percent (Volberg 1996a; Wallisch 1996) . These studies show that the prevalence of problem and pathological gambling has increased in states where the availability of gambling has increased as well (Volberg 1994 (Volberg , 1996b At work, pathological gamblers experience a range of problems that depend on whether they are selfemployed, employed in supervised jobs, or employed in unsupervised jobs ( Lesieur 1984 Lesieur , 1988 Pathological gambling also results in illegal activities (Lesieur 1984) . Once pathological gamblers exhaust savings, rent money, credit cards, banks, credit unions, loan sharks, and other resources, they resort to quasi-illegal activities like loan fraud (borrowing under false pretenses), forging their spouse's signature on loans, and bouncing checks. Some become bookmakers or work in the illegal gambling world to finance their gambling. Further on they will embezzle from work, forge checks, engage in tax evasion and fraud, or otherwise engage in white-collar illegal activity.
The stress of gambling, the stress of financial pressures, the stress of family, and the stress of work combine to produce anxiety, depression, and cognitive distortions in the mind of the pathological gambler GA works through the identification of the newcomer with a reference group in a spiritual journey where members undergo a relabeling of their self-concept from "evil" or "stupid" to "sick." The group process facilitates the undercutting of denial of the seriousness of the problem as members hear others tell their story in a nonjudgmental way. In this fashion, they see themselves in the stories of the other members. This process is eased as the members come to accept the construction that GA puts on their life. The actions they took were not evil; they were sick instead. This makes it easier for the newcomer to live with him-or herself. Livingston (1974) notes that the following process takes place for newcomers to GA. First, a crisis precipitates entry into GA. The first meeting precipitates relief as newcomers see that they are not alone. Others are nonjudgmental because they have had the same problem; this enables the newcomers to be open and honest without losing status. GA becomes their reference group; members say they "identify"-they see themselves in other people's stories. Eventually, personal biography is recast to fit the GA self-concept.
While many who come into GA adopt the GA self-concept, the relapse rate tends to be quite high. In a study of 232 attendees of GA meetings, Stewart and Brown (1988) found that total abstinence from gambling was maintained by only 8 percent one year after their first attendance and by 7 percent at two years. In studying dropouts from GA, Brown (1987a Brown ( , 1987b found that dropouts tended to have a lower debt level and perceived that they had less serious problems than continuers (consequently, they had failed to "identify"); they also found themselves in personality clashes with the members who did attend; additionally, they felt that GA was too stringent in its total-abstinence policy. In spite of this, dropouts had respect for GA as an organization.
Gam-Anon is a self-help group for spouses of pathological gamblers. Gam-Anon is a program designed for spouses and significant others of . 1994 ) pathological gamblers. They combined self-monitoring with cognitive interventions (which addressed erroneous thinking), problem-solving skills that emphasized the availability of alternative reinforcers, and relapseprevention training. None of the sub-jects was gambling at 6-and 9-month follow-up. This procedure holds considerable promise.
Current research supports the view that problem gambling is precipitated by early learning that is influenced by arousal, desire to alter mood, and cognitive beliefs regarding gambling. Consequently, Blaszczynski and Silove (1995) recommend the use of imaginal desensitization to reduce the drive to gamble. This should be followed by the identification of cognitive distortions and cognitive therapy. After therapy, relapseprevention strategies as proposed by Marlatt and Gordon (1985) are recommended. There is the added recognition, however, that even a cognitive-behaviorally oriented treatment program is insufficient to deal with the problem. There is a movement toward a more eclectic approach. Blaszczynski and Silove (1995) add other components to their suggested treatment model: antidepressant medication for clients with dysphoric mood, marital therapy where trust has been impaired in the family, addiction counseling for the problem gamblers who also use chemicals to excess, and attendance at GAmeetings. Not all therapists are in agreement over the need to delay conjoint therapy sessions. Steinberg (1993) believes that conjoint therapy may be necessary to manage crises and prevent further deterioration in the relationship. He suggests that the partner is frequently codependently involved in the addiction. As a consequence, it is important to view the couple as intermeshed. He recommends that conjoint sessions be alternated with individual therapy sessions or that individual sessions be used to build trust and be followed by conjoint sessions. In any event, group psychotherapy may prove useful; Steinberg suggests following either a psycho-educational or a dynamic group format. Volberg 1993 Volberg , 1995b Volberg , 1995c Volberg , 1996a ).
2. Questions were asked on each survey about whether the person had gambled in the past year and how much money he or she typically spent per month on each of several specified activities (see Table 1 ).
3. There were questions in each survey asking about problem and pathological gambling using the South Oaks Gambling Screen. Those scoring three or more on this screen were classified as "problem gamblers" for the purpose of the survey.
4. The total amount of money spent in a typical month by all respondents was added up for each form of gambling and for all forms together.
5. The total amount of money spent in a typical month by problem gamblers was added up for each form of gambling and for all forms together.
6. The problem-gambler totals were divided by the grand totals to get the percentage of the total that was spent by problem gamblers.
Putting all forms of gambling together, the percentage of the total money that was spent by problem gamblers ranged from a low of 22.6 percent in British Columbia to 41.2 percent in Louisiana. The average for the states and provinces examined was 30.4 percent. This percentage varied tremendously by game.
We can divide the games into three types: democratic, moderate, and problem-gambler-skewed games. Democratic forms of gambling involved less than 20 percent of expenditures from problem gamblers. Included were raffles, sport bets with friends, lotto, and slots (see Table 1 ). 
